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A revisit survey was conducted on March 17, ] : ’
' 2009. The Plan of Correction for the August 21, GOVERNMENT OF THE DISTRICT OF COLUMBIA
- 2008 recertification survey, which was submitted HEAL DEPARTMENT OF HEALTH
; by the facility on September 15, 2008, was the - 85N 0213%%%#&0'“ ADMINISTRATION

P focus of this revisit survey. The facility was
‘ providing services and supports for six wamen
with various disabilities.

ST, N.E., 2ND FLO
WASHINGTON, D.C.20002 . OR

The findings of this su'rvey were based on )

observations, interviews with staff and clients in

the home, as well as a review of client and _

1 I administrative records, including the incident

. management system. _

W 104 | 483.410(a)(1) GOVERNING BODY : W 104 | Nursing staff will receive traig-
™ erning bod t ) ! poii . Ing on procedures for medicati

e govemning y must exercise general policy, | administ ion. _
budget, and operating direction over the facility. : stration _ 4/24/09

- This STANDARD is not met as evidenced by: ‘
o Based on interview and record review, during the
o follow-up survey on March 17, 2009, the

; governing body failed to exercise operating
direction over the facility as evidenced below:

The findings include:

[Cross refer to W331] The Governing Body falled
to ensure that it's Procedures for Medication
Administration were implemented as written to
prevent a medication error for Client #1.

The review of unusual incidents on March 17,
2009 at approximately 11:30 AM, revealed that on
October 28, 2008, at 6:15 AM, Client #1 was
administered Client #4's moming medications by
the medication nurse. The corresponding
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investigative statement documented that the

| client was closely monitored and remained
lethargic until approximately 3:30 PM on that day.
»{ A nursing progress note written by the evening
medication nurse on QOctober 28, 2008 at

F approximately 5:30 PM revealed that the client:

| o8 was up and about, minimally lethargic, had

B slumred speech, and tolerated her evening meal.
... . | The evening medication nurse also documented

that Client #1's evening medications were held
| and that the supervisor would be notified.

Interview with the Director of Nursing on March
17, 2009 revealed that the agency had a written
: - | "Procedure for Medication Administration” which
provided guidelines to the medication nurse and
the staff, ' :

k The review of the Procedure for Medication
Administration revealed the following steps steps
b should be implemented. :

a. The nurse must’ .

-.Administer the medications per physician's
order, :

-..Prepare each client's medication and administer
it before preparing for the next client

. ...Request assistance from group home staff

b. Group home staff must...

--Bring one ciient at a time to the medication roon
- | and remain with the client until the medication is
administered.

There was no evidence the facility ensured its
Procedures for Medication Administration were
implement as written. The evidence revealed that
; the failure to implement the Procedures for

| Medication Administration as written, resulted in

F;q..
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' Client #1 receiving Client #4's momning
‘ ' medication on October 28, 2008.
- {W 322} | 483.460(a)(3) PHYSICIAN SERVICES {W 322}
i
£ The facility must provide or obtain preventive and
o general medical care. ’ ‘

TS 5

EE]

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure recommended laboratory
assessments were obtained timely for one of
three clients in the sample. (Client #2)

-_The findings include:

On March 17, 2008, at approximately 2:15 PM,
review of Client #2's physician's orders (POs). -
revealed a Novernber 26, 2008 order to "Monitor
Prolactin Level". Further record review revealed
a December 29, 2008 physician's order which
stated "Prolactin Level every 6 months"

Interview with the Qualified Mental Retardation
Professional (QMRP) on March 17, 2009 at 2:35
PM, revealed there were no Prolactin levels on
file for Client #2. Further interview with the
QMRP indicated that she would follow-up with the
Director of Nursing to determine if Client #2's
Prolactin level had been assessed as prescribed,

Subsequent review of Client's #2's medical record
on March 17, 2009 failed to evidence that the
client's Prolactin level had been assessed. [t
should be noted that on September 8, 2008, the
pharmacist conducted a quarterly review, during
which he recommended that the client have a

“Prolactin level every 6 months. At the time of the |

The Prolactin level for Client
#2 was completed on 4/2/09. In
the future, the primary nurse

- (will review physicianfis recomm—
endation for follow—-up tests,
Pharancy review and other consul
tants recommendations on a momthiy
basis. The Director of Rursing '
will review clients medical Tec—
ords on a quaterly basis. 4724/09
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survey, there was no evidence the client had
received the recommended and prescribed
laboratory test to assess and monitor the client's
Prolactin level. . :
483.460(c) NURSING SERVICES

The facility must provide clients with nursing
services in accordance with their needs.

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure nursing services were provided in
accordance with the needs of two of three clients
in the sample. {Clients #1 and #2)

The findings include:

1. [Cross Refer to W368] The facility nursing. - - -
services failed to ensure that established
Pracedures for Medication Adrinistration were
implemented to prevent a medication error for

Client #1 as evidenced below.

The review of unusual incidents on March 17,
2009 at approximately 11:30 AM, revealed that on

'| October 28, 2008, at 6:15 AM, Client #1 was

administered Client #4's morning medications
{Topamax 100 mg and Zyprexa 10 mg) by the
medication nurse. '

Interview with the Director of Nursing on March
17, 2009 revealed that the agency had a written |
"Procedure for Medication Administration” which
provided guidelines to the medication nurse and
the staff. The review of the "Procedure for - -
Medication Administration revealed the following
steps steps should be implemented:

{W 322}

W 331
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a. The nurse must on medication error and .doc-|
..Administer the medications per physmlan ] entation. The Primary nurse will
order . eview the MAR on a weekly basis
< [{ibrepare each clente medicaon and adrinistr © ensure that the mrsing sttt
..Request assistance from group home staff are followidg.established procedy- -
, res for medication administration. 3/24/ 09
b. Group home staff must... 7 . .
Bring one client at a time to the room and P
- | remain with the client until medacahon s _
B administered. } - _
. , .. o fhe Director of Nursing will re-
Be The rewiewd of a the medic'zatio.r,_l nurse’s WII'itte?h Flew the individuals medical re-
+ statement dated October 28, 2008, revealed that ford on a quarterly basis. 4/24/09

both Client #1 and #4 were at the medication
roaom when the medication error occurred.

A staff summary, dated October 28, 2008, was
also completed for the investigation of the
medication error. The staff wrote that she sent
Ciient #4 in the direction of the medication room,
then went to the third floor and escorted Client #1

to the medication room. The staff noted that when :

she arrived at the medication room with Client #1,
she discovered that Client #4 had gone back to
her bedroom, instead of the medication room as
instructed earlier. Further review of the statement
written by the staff revealed that she was not in or
at the medication room when Client #1 received
the medication from nurse. The staff noted that
when she ammived back at the medication room
with Client #4, Client #1 was observed with an
empty medication cup and was drinking water.

According to Procedure for Medication

Administration, the staff the should bring one
client at a time to the medication room and
remain with the client until the medication is

administered. There was no evidence that the
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nurse prepared each client's medication and
administered it to the client before preparing for
the next client,or requested assistance from
group home staff to ensure Client #1's morning
medications were administered without error. At
the time of the survey, there was no evidence that
the facility' nursing services ensured that the
established Procedures for Medication

Administration were implemented.

2. The facility's nursing services failed to timely
verify that Client #1's medication error was
accurately documented: ‘

The review of unusual incidents on March 17,
2009 at approximately 11:30 AM, revealed that on
October 28, 2008, at 6:15 AM, Client #1 was
administered Client #4's morning medications
(Topamax 100 mg and Zyprexa 10 mg) by the
medicaticn nurse. The QMRP's incident
statement documented that the client remained
lethargic throughout the day, refusing breakfast
and lunch.

According to the written statement by the AM
medication nurse, dated October 28, 2008, the
aforementioned medication error was
immediately reported to the nursing supervisor.
The medication nurse's written statement further
documented that she was informed by the nursing
supervisor of the primary care physician's
directive to hold Client #1's prescribed morning
medications (including Fiuoxetine HCL 40 mg for
behavior). The medication nurse’s statement
documented that she held Client #1's Fluoxetine
HCL 40 mg as directed.

The review of the medication administration
record (MARY) for October 28, 2008, however
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revealed that ail of Client #1's moming

-| medications (which included Fluoxetine HCL 40
T mg) were initialed as having been administered to
it the client. ‘The review of the October 28, 2008

. MAR revealed that Client #1's evening

o "| medications (except lactulose and Rivia 25 mg),
were circled as having been held. At the time of
the survey, there was no evidence documentation
on Client #1's MAR substantiated that her
morning mediation were held on October 28,
2008, in accordance with the PCP's verbal
dlrectwe :

3. The facility nursing services failed to ensure
Client #2 was referred to the laboratary for a

| Prolactin assessment as prescribed by the
primary care physician. (See W322)

"W 368 | 483.460(k)(1) DRUG ADMINISTRATION W 368|Cross reference W322 4/24/09

The system for drug administration must assure
- that all drugs are administered in compllance with
' the physician's orders.

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
| failed to ensure that medication was administered
without error for one of three clients in the
sample. (Client #1)

The finding includes:

On March 17, 2009 at approximately 11:30 AM,
| the review of an unusual incident report dated
October 28, 2008, revealed that a medication
error occurred at 6:15 AM, when Client #1 was
administered Client #4's morning medications
(Topomax 100 mg and Zyprexa 10 mg).
Subsequent interview with the Qualified Mental
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Retardation Professional and the review of the . ‘ :
client's medical record on March 17, 2009
confirmed that the medication error occurred.
There was no evidence the facility ensured that
each client's medication was administered without
error. : :
F
~-
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E A revisit survey was conducted on March 17, .
2009. The Plan of Correction for the August 21,
2008 recertification survey, which was submitted
by the facility on September 15, 2008, was the
e focus of this revisit survey. The facnhty was
prowdlng services and supports for six women
with various disabiiities.
The findings of this survey were based on |
observations, interviews with staff and residents
in the home, as well as a review of resident and -
. admlmstratlve records, including the incident
r— management system.
' {R 125} 4701.5 BACKGROUND CHECK REQUIREMENT | {R 125}

The criminal background check shall disclose the
criminal history of the prospective employee or
contract worker for the previous seven (7} years,
in all jurisdictions within which the prospective
employee or contract worker has worked or
resided within the seven (7) years prior to the
check.

This Statute is not met as evidenced by:
Based on interview and the review of personnel
records, the GHMRP failed to obtain criminal
background checks for all jurisdictions in which
the employees had worked or resided within the
seven (7} years, prior to the check for two of the
seven staff employed by the facility.

The findings include:

On March 17, 2009, at approximatsly 4:00 PM,
the Qualified Mental Retardation Professional
(QMRP) provided criminal background
documentation requested for review. The
subsequent review of the presented information

criminal bacl:ground chécks
1 be obtained and placed in
their personmel records. Im the
future, new employees will obtain
1 required criminal background
checks upon starting work. 4/24/09
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revealed the following: '

There was no evidence of comprehensive
criminal background check for direct support staff
S7.

3 A District of Columbia background check dated
. February 5, 2009 was documented for S7. Her
personnel records indicated that she was
employed by the facility on February 10, 2009.

' The reyiew of the ¢riminal background check 7
revealed that S7 resided in Maryland. At the time
of the survey there was no eviderice that a
background check had been cbtained for
Maryland.

e 2. There was no evidence of a timely and
i comprehensive criminal background check for
direct support staff S1.-

Review of direct suppori staff S1's personnel
record on March 17, 2009, at 4:05 PM revealed
no documentation was available to verify that a
background check was conducted. Note: her

o .employment application form, signed and dated
on April 3, 2008, listed one former employer with
n telephone number which included a 347 area
code. Additionally, the review of the criminal
background check submitted post-survey {dated
3/18/09) revealed it was only for the District of
Columbia. Review of this criminal background
check revealed S1 resided in Maryland. At the
time of the survey, there was no evidence that a

| background check had been obtained for

B Maryland or for the area of pnor employment

o {Area Code: 347).

(This Is a repeat deficiency from the August 21,
2008 Survey.)
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-1 {QMRP) provided criminal background

1 1. There was no evidence of comprehensive

| comprehensive criminal background check for

Based on the review of personnel! records, the
GHMRP failed to ensure criminal background
checks for ali jurisdictions in which the employees
had worked or resided within the seven (7) years
prior to the check for two of the seven staff
employed by the facility.

The findings include:

On March 17, 2009 at_approximately 4:00 PM,
the Qualified Mental Retardation Professional

documentation requested for review. The
subsequent review of the presented information
revealed the following: : .

criminal background check for direct support staff
S7.

A District of Columbia background check dated
February 5, 2009 was documented for S7. Her
personnel records indicated that she was
employed by the facility on February 10, 2009.
The review of the criminal background check
revealed that S resided in Maryland. At the time
of the survey there was no evidence that a
background check had been obtained for
Maryland. .

2. There was no evidence of a timely and

direct support staff 51 .

Review of a direct support staff personnel record
(81} on March 17, 2009 at 4:05 PM revealed no

documentation was available to verify that a
background check was available. Note: her
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employment application form, signed and dated
on April 3, 2008, listed one former employer with
N a telephone number in the 347 area code.
sl Additionally, the review of the criminal
Bals background check submitted post-survey (dated
3/18/08) which was revealed it was for the District
A of Columbia. Review of this criminal background
e check revealed S1 resided in Maryland, At the
= time of the survey, however, there was no
evidence that a background check had been
obtained for Maryland or for the area of prior
g employment (Area Code: 347).

This is a repeat deficiency from the August 21,
2008 Survey.)
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INITIAL COMMENTS

A revisit survey was conducted on March 17,
2009. The Plan of Correction for the August 21,
2008 recertification survey, which was submatted
by the facility on September 15, 2008, was the
focus of this revisit survey. The facility was
providing services and supports for six women -
with various disabilities.

The findings of this survey were based on

| observations, interviews with staff and residents

in the home, as well as a review of resident and
administrative records, including the incident
management system.

3504.1 HOUSEKEEPING

The interior and exterior of each GHMRP shall be
maintairied in a safe, clean, orderly, attracfive,
and sanitary manner and be free of.
accumulations of dirt, rubbish, and objectionable
odors.

Thls Statute is not met as evidenced by:

Based on cbservation and Interview, during the
March 17, 2009 survey, the GHMRP failed to
maintain the interior of the facility in a safe, clean,
orderly, and attractive manner .

The findings include:

On March 17, 2008, beginning at 6:05 PM,
observation of the environment reveafed the
follownng deficiencies:

1. One of the three trash cans in the back yard
was observed to have approximately 2/3 of the lid
torn off, exposing jagged plastic edges.

{i 000}

{1 090}

l. The traéh can with the torn
1id will be replaced.

4/13/09

The raifings' vertical supports
1 be repaired and monitored

eekly for disrepair. 4/29/09
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2. The railing on the left side of the stairs was
[ missing a vertical support. Interview with the
Qualified Mental Retardation Professional -
(QMRP) during the observation revealed that she
| ¢ was informed that some repairs had been made
. to the vertical supports of the stairs. At the time of
the survey, there was no evidence that the ‘
K repairs had been oompieted
{1 206} 3509.6 PERSONNEL POLICIES {1 206} All annual health certificates
will be obtained and placed in
E:ch clalmglloyeeﬁpnorhto”emploc}(menth and ) their personnel records. In the
" annually thereafter, shall provide a physician ' .
’ certification that a heaith mventory has been futurg, all employees’ pers@ei
: performed and that the employee ' s heaith status records will be checked by Resi
i would allow hlm or her to perform the required dential Manager monthly for cur—
o duties. rent health certificates. 4124/09 .

This Statute is not met as evidenced by:
Based on interview and record review, the
GHMREP failed to ensure that annual health
certificates/ inventories was obtained for one of
the seven direct care staff.

The ﬁndings include:

Interview with the Quailﬁed Mental Retardation
Professional on March 47, 2009, at 1:05 PM
revealed that several direct care staff had been
recently hired to work at the group home.

Review of the personnel records on March 17,
2009 at approximately 3:45 PM revealed there
was no health certiﬁcat_e available for S6.
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1379 Continued From page 2 . {379 In the future, the (MRP or Resid-

, ential Manager will: report all
: . : 379 l
1379 3519'19 EMERGENCIES 1379 allegations of abuse incidents

e In addition to the reporting requirement in 3519.5, to the Department of Health with-

i each GHMRP shall notify the Department of in 24hrs. Fax confirmation sheetls
_Hgp | Health, Health Facilities Division of any other’ to DOH will be attached to the :
L unusual incident or event which substantiaily Investigation Report. . 4/7/09

SFe

AN interferes with a resident ' s health, welfare, living
s arrangement, well being or in any other way

- places the resident at risk. Such notification shall
. ‘be made by telephone immediately and shall be
¥ . | followed up by written notification within

(| twenty-four (24) hours or the next work day.

_ This Statute is not met as evidenced by: .
S Based on the onsite review of incident reports,
review of reports submitted to the Department of
Health, and interview conducted at the with staff,
| the GHMRP failed to notify the Health Regulation
- Administration of an allegation-of abuse for one of
T the six residents living at the facility.

(Residenti#4) _

The finding includes:

Review of the facility’s incident reports and
Y corresponding investigations on March 17, 2008
e at approximately 1:40 PM revealed the foilowing: -

On November 17, 2008 at approximately 3:00
PM, the group home's program director was
notified by a day program staff of an allegation of
abuse, involving Résident#4 while she was at a
day program. According to the incident report, a.
day program staff alleged that a group home staff
person was observed punching Resident#4.

Interview conducted with the facility’s Qualified
Mental Retardation Professional (QMRP) on

ealth Regulation Administration -
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March 17, 2009, at 1:50 PM revealed that the'
incident was investigated by the group home.
Further interview with the QMRP revealed that
the program director had further investigated the
incident, and taken measures to protect the
client. Through interview with the QMRP,
however, it could not be ascertained that the
allegation of abuse had been reported to the
Department of Health as required by state Jaw.

| Subsequent record review revealed the incident

had been investigation by the program director.
At the time of the survey, however, there was no
evidence that DOH had been notified of the '

aliegation of abuse to Resident#4.

3520.3 PROFESSION SERV!CES GENERAL
PROVISIONS

Professional services shall include both dmgnos:s
and evaluation, inciuding identification of
developmental levels and needs, treatment
services, and services designed fo prevent .
deterioration or further loss of function by the
resident.

This Statute is not met as evidenced by:

Based on interview and record review, the
GHMRP failed to ensure nursing services were
provided in accordance with the nseds of two of

.| three resndents in the sample. {ReSIdents #1 and

#2)

The findings include:;

1. The GHMRP nursing services failed to ensure
that established Procedures for Medication
Administration were implemented to prevent a
medication error for Resident #1 as evidenced
below. -

1379

‘1401

| Cross reference w331

3/24/09
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The review of unusual incidents on March 17, .
2009at approximately 11:30 AM, revealed that
on October 28, 2008, at 6:15 AM, Resident #1
was administered Resident #4's morning
medications (Topamax 100 mg and Zyprexa 10
mg) by the medication hurse. :

| Interview with the Dlrector of Nursmg on March

17, 2009 revealad that the agency had a written
"Procedure for. Medication Administration” which
provided guidelines to the medication nurse and
the staff. he review of the “"Procedure for .

| Medigation Administration revealed the following

steps steps should occur:

a. The nurse should

..Administer the medications per physician's
orderéd ‘

..Prepare gach resident's medication and
admmlster it before preparing for the next
resident B

.Request assistance from group home staff

b. Group home staff must...
--Bring one resident at a time to the room and
remain with the resident untll medication is

administered.

A staff summary, dated October 29, 2008, was
compléted for the investigation of the medication
error. The staff wrote that she sent Resident #4 in
the direction of the medication room, then went fo
the third floor and escorted Resident #1 to the
medication room. The staff noted that when she
amved at the medication room with Resident #1,
she discovered that Resident #4 had gone back
to her bedroom, instead of the medication room
as insfructed earfier. Further review of the
statement written by the staff revealed that she
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Gy . L _ The medication nurse received
e o Mo oo | | addirionad tratming on Procaturis
‘ ; ' of Medication Administration. 3/24/09

1~ The staff noted that when she arrived back at the
medication room with Resident #4, Resident #1
was observed with an empty medlcatlon cup and
ol was drinking water.

f’«
- According to Procedure for Medication )
: Administration, the staff the should bring one
. - | resident at a time to the medication room and
2 remain with the resident until the' medication is

‘ administered. There was no evidence that the
T ‘nurse prepared each resident’s medication and
e administered it before preparing for the next
=, resident or requested assistance from group
home staff to ensure Resident #1's morning
medications were administered without error. At

1 the time of the survey, there was no evidence that
the GHMRP' nursing services ensured that the
established Procedures for Medication
Administration were |mplemented

2. The GHMRP's nursing services failed to tlmely
verify that Resident #1's medication error was
accurately documented:

The review of unusual incidents on March 17,
2009 at approximately 11:30 AM, revealed that
- on October 28, 2008, at 6:15 AM, Resident #1
"' was administered Resident #4's morning
medications (Topamax 100 mg and Zyprexa 10
.| mg} by the medication nurse. The QMRP's
e incident statement documented that the resident
L remained lethargic throughout the day, refus:ng

' breakfast and lunch.

! According to the written statement by the AM
: medication nurse, dated October 28, 2008, the
aforementioned medication error was
immediately reported to the nursing supervisor.

fealth Regulation Administration
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PR The medication nurse's written statement further
{. 2. | documented that she was informed by the ,
3 : nursing supervisor of the primary care physician's
R directive to hold Resident #1's prescribed

; .| morning medications (including Fluoxetine HCL
40 mg for behavior). The medication nurse's
statement documented that she held Resident
#1's Fluoxetine HCL. 40 mg as directed.

- - | The review of the medication administration

b .| record (MARY) for October 28, 2008, however
; revealed that all of Resident #1's moming
medicatitons (which included Fluoxetine HCL 40
mg) were initialed as having been administered to
v the resident. The review of the October 28, 2008
i _ MAR revealed that Resident #1's evening
medications (except lactulose and Rivia 25 mg),
were circled as having been held. At the time of
the survey, there was no evidence docurmentation

s on Resident #1's MAR substantiated that her

- o morning mediation were held on Qctober 28,
T 2008, in accordance with the PCP's verbal
d:rectlve

3. The GHMRP failed to ensure recommended
faboratory assessments were obtained timely for
= one of three residents in the sample. (Resident

‘ On March 17, 2009, at approximately 2;15 PM,

' review of Resident #2's physician's orders (POs)
revealed a November 26, 2008 order to "Monitor
Prolactin Level". Further record review revealed
a December 29, 2008 physician's order which

- stated "Prolactin Level every 6 months"

Cross reference W322

Interview with the Qualified Mental Retardation
Professional (QMRP) on March 17, 2009 at 2:35
PM revealed there were no Prolactin levels on file
for Resident #2. Further interview with the QUIRP

4/25/09
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| indicated that she would follow-up with the
Director of Nursing to determine if Resident #2's
Prolactin level had been assessed as prescribed,

Subsequent review of Resident's #2's medical
record on March 17, 2009 failed to evidence that
- | the resident’s Prolactin level had been assessed.
It should be noted that on September 8, 2008, the
phammacist conducted a quarterly review, during
o which he recommended that the resident have a.
- B "Prolactin.level every 6 months. At the time of

’ the survey, there was no evidence the resident
had received the recommended and prescribed
laboratory test to assess and monitor the
resident’s Prolactin level.
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